the likelihood of twin TOLAC success was analysed. For statistical purposes, combined adverse outcome (uterine rupture, Apgar <7 at 5 minutes and umbilical cord pH < 7.1) was compared between the singleton and twin groups. Data was analysed using Fishers exact test and chi squared tests. RESULTS: 95 women with a twin gestation and one previous caesarean section comprised the study group. 5703 women with a singleton gestation and one previous caesarean section comprised the control group. 29 (30.5%) and 4734 (83%) women with twin and singleton gestation respectively underwent a trial of labor (p¼0.00, OR 0.087, 95% CI 0.056 -0.135). Mean gestational age in the twin group was 36.7AE 1.5 weeks. Women in the twin TOLAC group were less likely to succeed (75.9% Vs 92.7%, p¼0.004, OR 4.02 95% CI 1.71-9.48) and less likely to have a spontaneous unassisted vaginal delivery (p¼0.003, OR 3.4 95% CI 1.6-7.2) compared to women in the singleton TOLAC group. Maternal age less than 35, parity greater than two and at least one previous VBAC increased the likelihood of TOLAC success. Statistically significant differences were found between the twin TOLAC and the singleton TOLAC group for uterine rupture, [2 cases (6.9%) vs 20 cases (0.4%) respectively, (p¼0.008, OR 17.5, 95% CI 3.89 e 78.4)] and for combined adverse outcome (p¼0.004, OR 10.81, 95% CI 3.17-36.9). CONCLUSION: Twin TOLAC is not common, even in extremely highly motivated parturients for TOLAC. Our results demonstrate that even in a selected population, women undergoing twin TOLAC are less likely to have a successful spontaneous vaginal delivery and have a higher risk for uterine rupture and combined adverse perinatal outcome. Demographic and obstetric risk factors were identified and may aid the attending obstetrician in the challenging counselling of such cases.
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The impact of breastfeeding on neonatal abstinence syndrome in buprenorhpine exposed neonates Misty L. McDowell, Tiffany R. Tonismae, Slaven E. James, Sara K. Quinney, Anthony L. Shanks, Tara D. Benjamin Indiana University, Indianapolis, IN OBJECTIVE: Buprenorphine (BUP) is commonly used as the first line medication for opioid maintenance therapy in pregnancy. BUP has been detected at low concentrations in breast milk, which may be beneficial for babies at risk of neonatal abstinence syndrome (NAS). We sought to determine whether breastfeeding is associated with a decreased incidence and severity of NAS in neonates exposed to BUP. STUDY DESIGN: This is a retrospective cohort study of 266 pregnancies with antenatal exposure to BUP from September 2015-June 2018 at a single center. No major congenital anomalies were noted. The cohorts were defined as neonatal feeding through breast milk versus formula. Student's t-tests were used when comparing continuous variables and Chi-Square tests for categorical variables. Wilcoxon non-parametric tests were used when appropriate. RESULTS: In patients with antenatal exposure to BUP, the average age was 29 (18-42) and 99% were Caucasian. Tobacco use, depression, and anxiety were common. Baseline characteristics were similar between cohorts though birthweight and gestational age were lower in the formula group. There was no statistically significant difference in the incidence of NAS requiring treatment between the breast milk (52%) and formula (57%) groups (p¼0.46). Maternal BUP dose at delivery was also not significantly different between the breast milk (16mg, 0-24mg) and formula (20mg, 0-28mg) groups (p¼0.13).
CONCLUSION: Breastfeeding did not decrease NAS incidence or severity compared to formula fed neonates. A decrease in length of NICU stay was also noted, but was not statistically significant. However, this finding could be considered clinically significant. Larger, prospective studies are warranted to further delineate this relationship. OBJECTIVE: To investigate the relationship between patients' self-reported psychosocial traits and perinatal outcomes. STUDY DESIGN: Secondary analysis of a prospective cohort study of nulliparous women with singleton non-anomalous pregnancies from 8 U.S. clinical sites. Those missing exposure or outcome data were excluded from this analysis. Self-reported measures of psychosocial stress were collected during pregnancy: the Perceived Stress Scale (PSS-10) and State-Trait Anxiety Inventory e Trait Subscale (STAI-T) were administered at study visit 1 (6 0 -13 6 weeks of gestation), and the Connor-Davidson Resilience Scale (CD-RISC) was administered at study visit 2 (16 0 -21 6 weeks of gestation). Scores were categorized into quartiles. The quartile reflecting the greatest psychosocial burden (e.g., the greatest perceived stress and anxiety, or the least resilience) was considered the main exposure variable. The primary outcome was cesarean delivery (CD). Secondary outcomes were chorioamnionitis, postpartum hemorrhage requiring blood transfusion, and neonatal admission to intensive care unit (NICU). X 2 tests and logistic regression were used to examine relationships between each psychosocial measure and perinatal outcomes. RESULTS: 10,038 women were enrolled in the original cohort. Women with scores within the highest quartile of perceived stress were more likely to undergo CD compared to those in the lower three quartiles (Table) . This finding persisted after adjusting for maternal age, obesity (body mass index >30 kg/m 2 ), and race/ ethnicity (aOR 1.24, 95% CI 1.11-1.39). CD was not associated with reported low resilience or high anxiety (Table) . Among the predefined secondary outcomes, those with scores indicative of greatest anxiety were more likely to develop chorioamnionitis. In addition, neonates born to those with scores indicative of greatest perceived stress and anxiety were more likely to have NICU admission (Table) . CONCLUSION: Among a large cohort of nulliparous women with singleton gestations, patients' self-reported psychosocial traits were associated with several perinatal outcomes. Further work is needed to better understand the reasons underlying these associations. OBJECTIVE: The objective of this study was to determine whether there is a difference in the rate of successful external cephalic version (ECV) between patients receiving neuraxial analgesia a priori versus patients who only receive it if ECV initially fails. STUDY DESIGN: We designed a randomized controlled trial comparing two groups with a 1:1 allocation scheme stratified by parity (nulliparous versus parous). In group 1, patients received spinal analgesia before attempting ECV, and in group 2, ECV was first attempted without spinal analgesia with reattempt after placing the spinal only if the first attempt failed. Non cephalic term patients (!37 weeks) who presented to labor and delivery at Mount Sinai West for ECV were approached to enroll in the study. The primary outcome was the success of ECV with the null hypothesis being that there is no difference in the proportion of successful ECV between groups. Secondary outcomes included complications (bradycardias, non-reactive tracing, abruption, cesarean section, hypotension, transient bradycardia), pain scores, mode of delivery, Apgar scores and NICU admission. A total sample of 100 patients (50 in each group) provided 80% power to detect a 20% difference in the rate of successful ECV between the two groups. RESULTS: Between April 2017 and April 2018, thirty-four patients were enrolled in the study (17 in each group). Demographic data and parity were similar in both groups. At that point, an increased rate of complications was observed in patients receiving spinal analgesia compared to those who did not (p¼0.042) with a trend towards an increased rate of complications in the immediate versus the delayed group (p¼0.082). Consequently, a decision was made to stop the study. While the power to determine significance of the primary outcome was not met, the rates of successful ECVs were equal in both groups (n¼7, 41.2%). CONCLUSION: Despite an increasing breadth of literature supporting the use of neuraxial analgesia, one can consider attempting ECV without analgesia and only using analgesia if ECV initially fails.
Patient psychosocial traits and perinatal outcomes
There is a similar rate of success in both groups and more complications in those receiving spinal analgesia.
349 System improvements associated with reduced time-to-treatment for maternal hypertension in a statewide quality improvement Initiative .5% to 85.0% at 110 hospitals through collaborative learning, rapid-response data, and quality improvement (QI) support. We aim to identify which hospital system improvements facilitated by the initiative were associated with reduced time to treatment (T2T) given the importance of T2T in severe maternal morbidity and mortality associated with severe maternal HTN. STUDY DESIGN: Participating hospitals reported T2T for all cases of severe maternal HTN during the QI initiative (April 2016-December 2017). Status of key system improvements were reported quarterly. A mixed effects generalized linear model was used to estimate the association between achievement of system improvements and T2T. Odds ratios were adjusted for hospital characteristics: birth volume, location (urban / rural), and patient mix (race and Medicaid status) in 2014. RESULTS: Hospitals that created standard protocols for early warning signs, diagnostic criteria, monitoring, and treatment had 1.43 the odds of treating a severe maternal HTN case in <60 minutes, compared with hospitals that did not (p¼0.02). Unit education of providers and nurses (aOR: 1.37, p¼0.01), rapid access to IV antihypertensive medications on antepartum/postpartum floors (aOR: 1.45, p¼0.02), and multidisciplinary reviews (aOR: 1.40, p¼0.02) were also associated with improved efficacy in reducing T2T of severe maternal HTN (Table 1) . CONCLUSION: Implementation of four hospital system improvements (protocols for management of severe maternal HTN, unit education, rapid access to antihypertensive medications, and multidisciplinary case reviews) were significantly associated with reduced T2T of severe maternal HTN, regardless of hospital characteristics. Further investigation into the overall effect of other system improvements will clarify their role in reducing T2T. Identifying key hospital system improvements can inform future perinatal quality collaboratives and hospital-level QI initiatives to reduce T2T and improve outcomes for pregnant and postpartum women with severe HTN.
